This paper presents differences by age in health care spending by type of expenditure and by source of funds through 1978.
• Of the $168 billion total spent for personal health care in 1978,12 percent was spent for the young, 59 percent for persons 19 to 64, and 29 percent for the oldest group. For a breakdown of private and public spending by age group and type of expenditure, see Tables A through D in • About half of all public spending for personal health care was for the aged.
• Medicare payments covered 44 percent of the personal health care expenses for the aged, and Medicaid reimbursed an additional 13 percent.
• Private financing, primarily private health insurance and direct payments, is the major channel of payment for younger age groups, providing about 70 percent of their health care costs.
This article also examines some of the reasons contributing to the diversity in health care spending by different age groups. Age-related utilization statistics are shown by type, volume, and intensity of service. These utilization statistics are examined for hospital care, physicians' services, drugs, and nursing home care. Also considered are demographic changes and variations in health status. Policy-relevant variables, such as payment source and reimbursement policy, are examined to the extent that they affect utilization.
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Channels of payment for health care, mainly private health insurance, public financing, and direct payments are explored. The role of the major public programs, primarily Medicare and Medicaid, in funding health care are described. Trends in channels of payment in the hospital sector demonstrate how private and public funding interact. Finally, the amount and sources of out-of-pocket expenses for health care, particularly for the elderly, are described.
Level of Health Care Spending by Age Group
The level of personal health care spending varies by age group as shown in Table 1 . As might be expected, aged persons spent a disproportionate share of these dollars. Persons aged 65 and over comprise only 11 percent of the population but account for 29 percent of all personal health care expenditures. Thirty-one percent of the population are under age 19, but this group accounts for only 12 percent of spending for health care.
Persons aged 65 and over spent $2,026 per capita for health care-seven times the $286 per capita spending for persons under age 19 and two-and-onehalf times the $764 per capita expenditure for persons aged 19 to 64.
VARIATIONS IN HEALTH CARE EXPENDITURES BY AGE GROUP
Health care expenditures are the product of three factors: volume, which is the number of contacts with health care providers; intensity, which is the number of services provided in an average contact; and average price per service. Variations in health care spending by age group are due mostly to the first two factors, as average price per service is assumed not to vary by age. For example, a flu shot should cost the same for a 19-year old or for an 80-year old person. Variations in health care expenditures by age group due to differences in volume and in intensity are examined for hospital care, physicians' services, drugs, and nursing home care.
Hospital Care
Hospital care expenditures comprised the major health care expense category for all age groups in 1978. Yet, the percentage of total health expenditures for hospital care varies significantly by age group. Hospital care comprises 36 percent of all expenditures for persons under age 19, 48 percent for persons aged 19 to 64, and 43 percent for persons aged 65 and over.
Hospital expenditures per capita increase with age. The $869 per capita hospital expenditure of the aged is more than eight times the $102 per capita expenditure for the young and more than twice the $370 per capita spent for persons aged 19 to 64.
One method of evaluating this variation in hospital expenditures is to examine the volume of services used. According to the 1978 Health Interview Survey (HIS) conducted by the National Center for Health Statistics (NCHS), both the percentage of each agegroup hospitalized in short-stay hospitals and the number of hospital days used by each group increases with age [NCHS, 1978] . About five percent of persons under age 17 were hospitalized in 1978, compared to over 18 percent of persons aged 65 and over. Ten percent of all persons were hospitalized at least once in 1978 (Table B) . The annual number of hospital days used ranged from an average of about six days per user for the youngest age group to an average of about 16 days per user for the HIS sample of persons 65 and over. Because of limitations in the HIS survey, estimates of hospital use by the elderly are significantly understated 1 . 1 The Health Interview Survey (HIS), which provided the data for Table 2 , continuously samples members of households. It is not intended to provide complete information on the deceased or on the institutionalized population. Thus, 
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Another method of evaluating the variations by age in hospital expenditures is to examine the intensity of care. One measure of the age-relative intensity of hospital care is the variation by age group in charges per day. A study by.NCHS for the years 1968-1970 (the last years for which such information was collected for the general population) showed that the average charge per day of care for the youngest persons was about the same as that for all hospital users. The average charge per day for the middle age group was about six percent more than the overall average, and that for the elderly was eight percent less (Hospital Discharge Survey, 1974) . Thus, although the aged use far more hospital days per capita than do younger persons, the average intensity of care per hospital day is less. Given the relatively small variation in the intensity of hospital care it should be concluded that volume-the number of hospitalizations per capita and the average length of hospital stay-is the dominant factor in the differences by age in spending for hospital care.
Physicians' Services
Care by physicians represents a significant proportion of the health care dollars for all age groups. As a share of total spending for health care, physicians' care ranks second to hospital care for the younger age groups and third (after hospital and nursing home care) for the aged.
The percentage of the population making at least one visit to a physician per year does not vary significantly with age. Over 85 percent of the population received physicians' services in 1978 (NCHS, 1979) . However, age-related variations both in the number of visits per year and, consequently, in annual per capita expenditures is observed. In 1978, the average number of out-of-hospital visits to physicians by persons under age 17 was 4.1, compared to an average of 6.3 visits by persons 65 and over. The per capita expenditures for physicians' services in 1978 ranged from $ 75 for young persons to $366 for persons aged 65 and over.
To further evaluate the relationship of age to expenditures for physicians' services, intensity of service has been compared by age group. One measure of the relative intensity of physicians' services is the average duration of a visit. The National Ambulatory Care Survey for 1975 showed that the mean time per visit was greater for older patients-12 minutes for persons under age 16 compared to 15 minutes for all HEALTH CARE FINANCING REVIEW/SPRING 1980 [NCHS, 1979] . Thus, the intensity of a physician visit, as well as the number of visits, and the per capita expenditure for physician services are greater for older persons.
Prescription Drugs and Drug Sundries
Along with short-stay hospital and physician care, prescription drug usage varies with age. These drug expenditures represent nine percent of personal health care expenditures for the total population. They constitute 14 percent of the expenditures for persons under age 19, 9 percent for persons 19-64, and seven percent for persons 65 and over. In 1978, per capita spending for prescription drugs ranged from $41 for those under age 19 to $133 for the aged. Similarly, the number of prescriptions per capita and the intensity of a prescription (measured by average price) also increased with age. The following table shows spending for drugs by age group. It is based on a 1973 NCHS survey, adjusted to include institutionalized and deceased persons. 
Dental Care
Unlike other categories of care, spending for dental care does not increase directly with age. The number of dental visits per person by age group remains relatively constant for persons under age 65 and decreases for older persons.
According to the Health Interview Survey only 40 percent of the aged population reported visiting a dentist in 1977 compared to over 60 percent of the other age groups. Dental care expenditures accounted for 9 percent of total health care costs for persons aged 19 to 64, but for only three percent of total spending for the aged group. However, it should be noted that the intensity of dental services, measured by the average charge per dental visit, is greater for older persons. Thus, although the aged make fewer dental visits than do others, their visits are more costly.
Nursing Home Care
Nursing home use is dominated by the aged or near-aged. The National Nursing Home Survey (NNHS) shows that persons 65 and over comprised 86 percent of the nursing home population in 1977. Persons in the 55 to 64 age group accounted for an additional eight percent of nursing home residents. As expected, in 1978 nursing home care was second to hospital care as the most expensive health item for persons aged 65 and over. The per capita expenditure was $518-one-fourth of the total health care spending for that age group.
Causes of Increased Health Care Spending with Age
Except for dental care, the number of contacts with health care providers increases with age. Much of this increase is due to degeneration associated with aging, shown in chronic diseases and physical impairment requiring frequent health care services. One measure of degeneration is a person's subjective assessment of the degree to which a chronic condition is limiting his or her activity.
The percentage of persons reporting limitation of activity (in the Health Interview Survey for 1974) accelerates with age and accelerates faster for men than for women ( Figure 1 ). As people age, an increasing proportion suffers from some chronic condition requiring medical attention.
The 14 percent of the population who suffered a chronic condition accounted for 37 percent of all short-stay hospital discharges, for 55 percent of all short-stay hospital days, and for 28 percent of all outof-hospital physician visits. Chronically impaired persons account for an increasing share of hospital discharges as age increases (Figure 2 ).
For males, each percentage point increase in the proportion of an age group suffering a chronic condition (Figure 1 ) is associated with an increase of 45 hospital discharges per 10,000 persons. For females, a percentage point increase in the same proportion is associated with an increase of 38 hospital discharges per 10,000 persons. In the group aged 65 and over, people with chronic conditions account for most of the hospitalization.
The acceleration of the incidence of chronic conditions shown in Figure 2 and of the implied use of health services related to these conditions is understated because two groups who use many health services are excluded: institutionalized persons-who are limited in activity by definition-and people who died before the survey.
Increasing use of health care services associated with increases in chronic conditions are rooted in agerelated degeneration of biological functions. According to one study, each year of life after age 30 is accompanied by slightly less than one percent degeneration in a composite of one's functional capacity (Strehler, 1977) . This steady rate sets the stage for increasing death, disease, and impairment, which are directly associated with health care use rates.
TRENDS IN HEALTH CARE SPENDING Demographic Shifts
Personal health care spending for older people is rising as a percentage of the total, and that for young people is falling, as shown in Table 4 .
This trend results in part from the decrease in the proportion of the population under age 19-a decrease which began around 1965. Thirty-eight percent of the population was under age 19 in 1965; the percentage dropped to 31 percent by 1978.
This "aging" of the population tends to increase the intensity and therefore the costs of health care. As shown previously, health care for the young is generally less intense than for older age groups. Therefore, as the percent of total contacts with health care providers by the young diminishes, due to their declining relative and absolute numbers, the average intensity of service for the total population increases.
Changes in fertility rates have affected hospitalization rates for the child-bearing age group. Hospital days of care for deliveries dropped 37 percent between 1967 and 1977, from 410 days per 1,000 females aged 15 to 44 in 1967 to 259 days in 1977. Decreasing birth rates also imply fewer physician visits and less prescription drug spending for this group (NCHS, 1967 (NCHS, ,1977 . This has a dual effect on health care use: it reduces the number of persons needing health care and the number of women needing obstetrical care.
Aging of the Aged
Within the group aged 65 and over, the proportion of the very old is increasing. Persons aged 85 and over comprised about 5.9 percent of the total population of the nation in 1965 and 8.7 percent in 1978-a trend which may continue for some years.
The impact of this trend on health care costs is significant. In 1976, under Medicare, persons aged 85 and over used 5,484 days of short-stay hospital care per 1,000 persons, compared to 3,684 days for all persons 65 and over-a 50 percent higher rate (unpublished HCFA data). The rate for persons under age 65 was 894 days per 1,000 persons. Further, persons aged 85 and above accounted for 35 percent of all nursing home days of care in 1977 [NNHS, 1977] , while comprising only eight percent of the population aged 65 and over.
IMPACT OF PUBLIC POLICY
The implementation of the Medicare and Medicaid programs and the Economic Stabilization Program [ESP] appear to explain changes in health care use and costs by age groups which are not associated with age-related biological factors. With the implementation of Medicare in 1966, shortstay hospital admission rates for persons aged 65 and over increased rapidly. To isolate age-related biological factors from other factors in the use of medical services, Figure 3 was developed. The figure displays the proportion of the aged population which had at least some hospital expense paid by Medicare for the years 1967,1968,1969, and 1976 . The effect of biological age-related factors underlying hospitalization rates is approximated by the slopes of the lines which show an increase of about 3.1 percent for each year after age 66. Although the rate of use by all persons ( Figure 3) did not change over the early period, hospitalization rates for all aged persons under Medicare did increase. The vertical distances between the lines in Figure 3 represent changes in overall hospitalization rates and reflect factors other than age-related, biological ones. Figure 4 indicates that the Medicare program made hospital care affordable to the elderly, and that the resulting influx of the aged into hospitals temporarily displaced younger patients. Following that initial surge, Medicare admission rates stablilized at about 300 per 1,000 beneficiaries from fiscal year 1969 through fiscal year 1971, after which admission rates increased at a rate of two percentage points per year. Admission rates for persons under age 65 increased sharply in 1970, and again between 1972 and 1974 before stabilizing.
Hospital stays involving some surgery for persons aged 65 and over also increased but at a different rate. In the early period, from 1965 to 1972, hospital discharges with surgery per 1,000 Medicare beneficiaries increased at an annual rate of 1.8 percent. From 1972 to 1976, this surgical rate increased 2.9 percent annually.
Upward trends in hospitalization and surgical rates for the aged are also associated with a shift in physicians' Medicare charges for services performed outside the hospital to services performed in the hospital, as shown in Table 5 .
Evidently, this shift in physicians' charges from outof-hospital to in-hospital care is related to increasing hospitalization rates and surgical rates. Physicians' charges are generally higher for hospital visits than for out-of-hospital visits, and average physicians' surgical charges generally far exceed average charges for other types of service. Both out-of-hospital visits to physicians and the number of hospital days used per capita by aged persons remained relatively stable during the period 1971 through 1977. Total physician visits did not change significantly, but inpatient visits and surgical services as a proportion of total visits increased leading to a shift in physicians' charges toward more expensive types of care.
Medicaid
Changes in the Medicaid program may also help explain the variation in admission rates shown in The number of persons under age 65 eligible for Medicaid due to disability increased significantly between 1969 and 1970. These persons are extensive users of hospital care, and their enrollment in Medicaid partially explains the increase in admission rates for persons under age 65 in 1970-a year in which admission rates for aged persons did not change.
The Economic Stabilization Program
The resumption of increases in hospital admission rates for aged persons, increasing surgical hospitalizations, a shift of physicians' charges toward care in the hospital, and an increase in admission rates for persons under age 65 coincided with the start of the Economic Stabilization Program (ESP) in fiscal year 1972. For most of its effective life, the ESP restricted increases in hospital costs per admission and physicians' charges per procedure but did not restrict increases in hospital admissions or in total physicians' services. Since the ESP had no effective limitation on the volume of services, one interpretation of the data is that hospitals and physicians responded to the ESP requirements by allowing hospital admission rates to increase.
After the ESP ended in early 1974, overall admission rates seemed to stabilize, although admission rates for aged persons continued to increase.
Changes in the rate of surgical operations per capita paralleled changes in admission rates over the period [1967] [1968] [1969] [1970] [1971] [1972] [1973] [1974] [1975] [1976] [1977] [1978] 1967 1968 1969 1970 1971 1972 1973 1974 1975 1976 1977 1978 
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The Cost of Living Council, in its evaluation of the early part of the ESP program, reported that controls on hospital charges shifted the burden of increasing hospital expenses toward cost reimbursement programs such as Medicare and Medicaid and away from charge reimbursement payment mechanisms such as private insurance. Because Medicare and Medicaid serve mainly the aged and children, while charge reimbursement serves many of the 19 to 64 age group, the early ESP regulations tended to shift increasing hospital costs to the aged and those 18 and under. This affected the age distribution of hospital care expenses.
Channels of Payment PUBLIC CHANNELS
Public funding of health care for all age groups has been shifting from State and local governments to the Federal government. In 1965, the main sources of public financing of health care were State and local governments, which provided over half of the $7.9 billion in public money spent for health care. Most of these non-Federal public funds were spent for the mid-age group which comprised the largest proportion of persons in non-Federal government psychiatric hospitals. By 1970 the State and local share of public health care spending had declined to 35 percent, and by 1978 the share was down to 29 percent. The decline in the percentage of health care spending by State and local governments may be traced to two factors: the growth of Federal programs which partially replaced State and local public assistance spending for medical care and the decrease in populations of State and local governmental psychiatric hospitals. The Federal share of total public health care spending grew from 48 percent in 1965 to 71 percent in 1978 71 percent in . Between 1965 71 percent in and 1978 inclusively, the Federal share grew from 51 percent to 86 percent for the aged, from 43 percent to 57 percent for the midage group, and from 61 percent to 66 percent for persons under age 19. The distribution of total personal health spending in 1978 by age group and source of public payment is displayed in Figure 5 .
In 1965, the Veterans Administration, the Department of Defense, and workers' compensation also provided health care-mainly for the mid-age group. These programs spent $2.75 billion and accounted for 35 percent of all public spending in 1965. In 1978 they spent $11.6 billion, but their share of public spending diminished to 17 percent, reflecting the rapid growth in Medicare and Medicaid spending. Public financing as a percent of all health care funding grew rapidly after the introduction of Medicare and Medicaid in 1966 but more recently appears to have stabilized for all age groups (Table 6 ). Although public funding of personal health care expenditures continues to grow, State and local funding as a percent of total expenditures had declined. Between 1955 and 1978 , the average daily census in psychiatric hospitals fell from 677,000 patients to 190,000 patients; the age distribution of the average daily census remained fairly constant. Consequently, community hospital days grew as a share of total hospital days for the aged. This increasing proportion of more highly reimbursed care has caused the increase in the Medicare share of total hospital care for the aged.
The proportion of physician expenses paid by Medicare also has increased. This occurred because the Medicare annual deductible increased from $50 to $60 in 1973 but has not changed since, despite rapid increases in allowed charges for physicians' care. Table 8 shows that from 1971 to 1977, the deductible expense for physicians' services under Medicare decreased from about 19 percent to 12 percent of all allowed charges. 
Medicaid
Medicaid pays a significant part of hospital and physician care costs for persons under age 19. In 1977, about a fourth of all hospital spending and about one dollar of every eight spent for physician care for this group was financed by Medicaid (Table  9) . Medicaid paid 39 percent of nursing home costs for persons aged 65 and over in 1978. It appears that the proportion of nursing home care costs paid by Medicaid and Medicare has been decreasing in recent years.
In 1978, the program spent $8.6 billion for persons aged 19 to 64, which represented 47 percent of total Medicaid expenditures. Two groups of Medicaid recipients in this mid-age range accounted for most of these expenditures: disabled persons under age 65 who comprised about one-ninth of all Medicaid recipients, but for whom about one-fifth of all Medicaid expenditures were made, and adults in families with dependent children who comprised about one-fifth of all Medicaid recipients and for whom about one-sixth of all Medicaid expenditures were made.
THE INTERACTION OF PRIVATE AND PUBLIC CHANNELS
Direct or out-of-pocket payments and private insurance financed most health care costs for younger age groups while public monies dominated funding for aged persons. Major channels of payment for all age groups in 1977 are shown in Table 9 by selected types of medical care.
Hospitals were the major recipients of public and private funding for health care, receiving 34 percent of private funds and 63 percent of public funds. The changing structure of source of payment for hospital care is an important determinant of public and private health care funding policy. Although no comprehensive survey of sources of payment for hospital care by age group is available, data from various public and private sources may be merged to estimate the flow of funds by age group in the hospital industry. community and related hospital spending, and private insurance declined, due to the extension of Medicare coverage to certain disabled persons under age 65. The proportion of hospital spending for the aged paid by Medicare decreased slightly over the period. According to Medicare actuaries, more than a million persons aged 65 and over are ineligible for hospital insurance under Medicare. These persons are predominantly retired government employees whose private insurance continues at retirement and covers most of their physician and hospital care.
DIRECT PAYMENTS BY PERSONS AGED 65 AND OVER
Out-of-pocket payments for health care continue to be a major expense for aged persons. In 1977, persons aged 65 and over paid 29 percent of their health care costs out-of-pocket. The amounts paid out-ofpocket vary considerably by the type of care provided.
The out-of-pocket liability of the elderly for hospital care has changed dramatically since 1965-the year before Medicare and Medicaid began. About 13 percent of spending for hospital care was paid out-ofpocket in 1965, compared to less than five percent by 1977.
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The elderly make out-of-pocket payments for physicians' care for that part of the deductible and coinsurance not paid by Medicaid or private insurance, for physicians' charges not allowed by Medicare but collectable from beneficiaries, and for medical services not covered by Medicare. Physicians' billings to patients for charges denied by Medicare because the charges exceed the allowed amounts add a significant amount to patients' liabilities generally not covered by private insurance. Through 1976, the percentage of total physicians' charges paid by Medicare declined because of the growing obligations of Medicare beneficiaries for physicians' charges on "unassigned" claims that were submitted by physicians but disallowed. These disallowed charges to beneficiaries increased from two percent of the total physician bill for the aged in fiscal year 1968 to about 10 percent in calendar year 1976, where they remained through 1978. In dollar terms, these out-of-pocket expenses for physicians' services were about $84 per capita in 1977, and preliminary estimates indicate that the costs will rise to about $96 per capita in 1978.
Payment for nursing home care represents the largest health care liability for persons aged 65 and over-estimated at $271 per capita in 1978, up from $228 in 1977, and $109 in 1970. About 52 percent of nursing home care was financed out-of-pocket by beneficiaries in 1978. Payments for drugs and drug sundries and for dentists' services are another major expense. Precise dollar amounts for these payments are not currently available, although surveys now under way will provide estimates of out-of-pocket expenses for these types of care, as well as for other health services. Out-of-pocket spending for drugs and dentists' services is estimated at $150 per capita in 1977 and $160 in 1978.
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Medicare Supplementary Medical Insurance (SMI) and private health insurance premiums are also paid out-of-pocket at a rate of $78 per capita for SMI and $90 per capita for private health insurance. Persons aged 65 and over paid an average of about $698 for health related services and items out-of-pocket in 1977-representing 12 percent of their $5900 average income.
HEALTH CARE FINANCING REVIEW /SPRING 1980

Conclusions
Spending for health care varies significantly by age group. Per capita health spending increases steadily with age for most health care sectors.
Young persons are spending a decreasing share of the health dollar because they are declining as a percent of the total population. Private sources of payment provide most of the health expenses for the young.
The middle age group spends most of the health care dollar because it is the largest age group. Most health expenses for this group are paid by private sources.
Persons aged 65 and over continue to increase steadily as a percent of the total population. The health care needs of these persons, shown by current use of various sectors of health care, are expected to grow along with their numbers, resulting in an increasing share of personal health care spending for and by the elderly. Public financing has been and continues to be the major source of funding for personal health care costs for the aged. As the aged population continues to grow in the future, the need for public financing of health care costs is expected to increase, especially for those types of care which aged persons use more often-hospital care, physicians' services, and nursing home care. The population within the age group 65 and over is aging and is expected to add to the need for health care services, especially nursing home care. Health care policy and financing must continue to cope with these trends which are expected to continue for many years to come.
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Technical Note A CONCEPTS AND DEFINITIONS
All estimates in this report relate to personal health care expenditures-that portion of the total national health care expense representing health services and supplies received directly by individuals. They make up total national expenditures for health, together with spending for research and medical facilities construction, identifiable administrative costs of government programs, government public health activities, expenses incurred by philanthropic organizations in raising funds for health care, and the net costs of private health insurance (the difference between premiums and benefit payments).
All expenditures for health care that are channeled through any program established by public law are treated as public expenditures in these estimates. Expenditures under workers' compensation programs, for example, are included with government expenditures although they involve benefits paid by private insurers from premiums collected from private sources.
Funds disbursed by public programs are reported as program expenditures, even, for example, when they include significant private contributions made by beneficiaries as in the Supplementary Medical Insurance (SMI) program. The benefit expenditures reported in this series are not adjusted to eliminate the duplication that exists when payments are made by State governments into the Medicare trust fund in the form of SMI premiums for public assistance and Supplemental Security Income (SSI) recipients and they are reported as Medicaid expenditures. The amount paid by Medicaid as premiums in 1978 was $288 million for all beneficiaries; that portion not retained in the trust fund is duplicated as a Medicare expense. The amount does not noticeably affect the relationships that are reported.
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Health expenditures by State and local governments that involve funds received from the Federal government under revenue sharing are reported as State and local expenditures, not as Federal expenditures. These funds amounted to $232 million in the first half of fiscal year 1976, the latest period for which data are available. No information is available on the use of such funds by specific programs.
Responsibility for compiling estimates of national health care spending now resides with the Health Care Financing Administration (HCFA), Department of Health and Human Services. Definitions of the various types of health care and descriptions of the public programs are contained in the various articles in the series carrying estimates for expenditures. (Gibson, 1979; Carroll, 1979) It should be noted that hospital care includes all expenditures for care in hospitals-both inpatient and outpatient. The data cover all services and supplies provided.
Population estimates used here are selected to correspond to the population covered by expenditure estimates. Since national health expenditures cover all spending for or by United States citizens and residents, population estimates include the institutionalized population, the Armed Forces (both in the United States and overseas), Federal civilian employees overseas, and the civilian population of outlying areas.
The group under age 19 presents some problems in connection with the available demographic information on utilization and expenditures. Extensive interpolation is often required to estimate certain types of expenditures for this group. Because of the nature of some data sources, expenses for certain persons under age 19 who are part of the labor force are not separable from those aged 19 to 64, and expenses of dependent children over age 18 are included with those of the younger group.
Technical Note B
The Health Interview Survey (HIS), which provided the data for Table 2 , continuously samples members of households. It was not intended to obtain complete information on the deceased nor on the six percent of the aged population who are institutionalized. Thus, Table 2 tends to underestimate the volume of services used by the aged. The degree of this underestimation can be evaluated by comparing the statistics in Table  2 to other data. A 1973 study (the latest available) determined that six percent of the aged population is institutionalized in psychiatric and long-stay hospitals or nursing homes. Institutionalized persons had more frequent admissions and a longer average length of stay than did the noninstitutionalized elderly [Deacon, 1977] . This study also determined that the institutionalized elderly used 2.5 times more physician services and twice as many drug prescriptions per capita than did their noninstitutionalized counterparts. Thus, Table 2 significantly underestimates hospital use by the elderly.
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It is also necessary to evaluate people's health expenditures in the year of their death to assess the underestimate of the values in Technical Note C 1978, 1977, 1976, 1970, 1965 1978, 1977, 1976, 1970, 1965 1978, 1977, 1976, 1970, 1965 1978, 1977, 1976, 1970, 1965 
